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Finally, the federal agency assigned responsibility for EMS-C data should promote the use of those data for planning and evaluation at the national, state, and local levels. Thus, the EMS-C center must also work to make clear to flinders and administrators the need for adequate resources (in the form of funding, personnel, and equipment) to support data collection activities, and it should promote reasoned allocation of those resources at the federal, state, and local levels.
A special word is needed about measuring funding for and costs of EMS-C and EMS systems. As noted in several places throughout this report, assembling complete, reliable, and valid dollar figures on the costs, or benefits, of EMS systems (let alone EMS-C programs and services) is extremely difficult. For example, programs appear in different parts of state, county, or city budgets (depending on where programmatic authority and responsibility lie); they are funded in different ways; and accounting systems differ across states and municipalities. Costs borne by hospitals and other providers for uncompensated care can be hard to estimate as is the value of services provided by volunteers.
Putting a dollar value on benefits is quite difficult, for a considerable number of methodologic reasons. Even more problematic are the difficulties, in ethical terms, of placing "value" on human life in general (and for the pediatric age range in particular) and on life-years saved, especially taking the quality of the lives saved into account. In fact, trying to move toward cost-benefit calculations may prove sufficiently demanding that policymakers and researchers may choose to focus on cost-effectiveness, where the equations would balance costs of services against effectiveness and outcomes not measured in dollar terms.
Notwithstanding these challenges, credible numbers for the costs of EMS-C must be found, if the programs are to be held accountable, evaluated, and justified to an increasingly beleaguered public. For this reason, the committee advises that the federal center give early and strong priority to developing methods for generating good cost and cost-effectiveness data and to making the case to the states that they, in turn, will need to find ways to obtain these data. Both the federal and state advisory councils can be used to carry this message to the broad set of interested parties in both the public and private sectors. All such groups must come to understand (1) that progress will be impeded to the extent that believable cost and financing numbers cannot be generated and (2) that all have a role in generating the relevant information.
Supporting Research
Finally, the committee sees the federal EMS-C center as one that can provide contract and grant support for targeted and investigator-initiatedries of patients served by EMS systems that might enhance longitudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
